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Abstract 
Purpose: To determine barriers to uptake of cataract 
surgery by outreach patients at the University College 
Hospi ta l , Ibadan and to m a k e a p p r o p r i a t e 
recommendations for improved cataract surgery 
uptake 
Methods: Consenting cataract blind/visually impaired 
(presenting vision <6/18) outreach patients identified 
from the outreach patient register of the University 
College Hospital, (UCH) Ibadan during a five months 
period (January to May 2009) were followed up for 
a visit in late June and July 2009. A semi-structured 
questionnaire schedule was used for data collection. 
People who did not use the services were administered 
a barriers questionnaire-schedule while those who 
a c c e p t e d the s e r v i c e s were a d m i n i s t e r e d a 
questionnaire schedule to elicit motivating factors for 
acceptance of services. Subjects were also examined 
using standard ophthalmic equipment (pen torch, 
E T D R S vision charts and ophthalmoscope) and 
information obtained recorded in a data entry form. 
Results: A total of 186 subjects comprising 115 who 
had undergone cataract surgery and 71 who were yet 
to access cataract surgery services were followed up 
and included in the study. Reason for accessing 
surgery included awareness of quali ty service 
63(57.0%), was referred 32(29.0%) and pressure 
from family or friends 13(12.0%). Barriers to access 
included, untreated medical problems 21(29.0%), not 
able to afford total (direct and indirect) cost of 
treatment 15(21.0%), cataract not mature 10 (14.0%), 
not able to afford cost of surgery 9( 13.0%) and Dr's 
appointment S( 11.0%). 
Conclusion: barriers to surgery uptake by outreach 
camp patients include cost of services, underlying 
medical problems and preferred doctors practice. 
Adoption and scaling up of health insurance to cover 
those most in need as well as a change in preferred 
practice amongst eye care practitioners are possible 
areas for intervention. 
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Abstract 
Object if: determiner les obstacles a Tabsorption de 
la chirurgie de la cataracte par les patients de 
scnsibilisation au centre hospitalier universitairc 
d ' I b a d a n el f o r m u l e r des r e c o m m a n d a t i o n s 
appropriees pour Tabsorption chirurgicale de la 
cataracte amelioration 
Methodes: Le consentement de la cataracte aveugles 
/ malvoyants (vision presentant <6/18) des patients 
identifies a partir du registre de scnsibilisation des 
patients du centre hospitalier universitaire d'Ibadan 
au cours d 'unc periode de cinq mois (Janvier a mai 
2009) ont ete suivis au pendant une visile a la fin du 
mois de Juin el Juillet 2009. Un calendrier de 
questionnaire semi-structure a ete utilise pour la 
collecte des donnees. Les gens qui n'ont pas utilise 
les services ont ete administres un questionnaire-
barrieres horaires, tandis que ceux qui ont accepte 
les services ont ete adminis t res un ca lendr ie r 
quest ionnaire visant a obtenir des fac teurs de 
motivation pour I'acceptation des services. Les sujets 
ont ete egalement examines a l 'aide du materiel 
ophtalmologique standard (stylo lampe de poche, 
cartes vision ETDRS et ophta lmoscope) et les 
renseignements obtenus ont ete consignees dans un 
formulairede saisie. 
Resultats: Un total de 186 sujets comprenant 115 et 
qui avail subi une intervention chirurgicale de la 
cataracte et 71 qui n'avaient pas encore accede aux 
services de chirurgie de la cataracte ont ete suivis et 
inclusdans I'etude. L'une des raisons pouraccedera 
la chirurgie comprenait la scnsibilisation sur la qualite 
du service 63(57,0%), 32 (29,0%) sont referes et la 
pression de la famille ou des amis 13 (12,0%). Les 
obstacles a l'acces inclus, les problemes medicaux 
non traites 21 (29,0%), ce qui ne peuvent supporter 
le cout total (direct et indirect) de t ra i tement l5 
(21,0%), la non maturitede la cataracte 10(14,0%), 
Ceux qui ne sont en mesure de payer le cout de la 
chirurgie 9 (13,0%) et la nomination du Dr 8 (11,0%). 
Conclusion: Les obstacles a I 'absorption par la 
chirurgie les patients des camps de sensibilisation 
comprennent le cout des services, soulignant les 
problemes medicaux et la pratique preferentielle des 
medecins. L 'adopt ion et la mise a 1'echelle de 
I assurance maladie pour couvrir ceux qui en ont 
besoin d'urgence ainsi qu 'un changcment dans la 
pratique preferee parmi les prat ic icns de soins 
oculaires sont lesdomaines possibles d'intervention. 
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Introduction 
Cataract is a common cause of blindness and visual 
impairment. Recent global est imate showed that it 
accounts for over 39% of the 45million total global 
blindness (1]. Many developing countr ies have a 
heavy burden of blindness due to cataract with o v e r 
50% of blindness due to cataract as opposed to only 
5% in industrialized economies |2) . The 2005-2007 
blindness and visual impairment survey in Nigeria 
revealed a blindness prevalence (presenting vision) 
of 4.2%, with South West Nigeria having the least 
prevalence of 2 .8% out of the six geopo l i t i ca l 
admin i s t r a t ive zones of Niger i a . Ca t a r ac t w a s 
responsible for 43 .0% of cases [3]. Despite the high 
prevalence many parts of Africa still have low cataract 
surgical rates of less than 500 per million population 
which is far f rom 2000 per mil l ion popu la t ion 
recommended by the World Health Organization (4,5]. 
Many reasons are responsible for the poor uptake of 
cataract surgical services in developing countries. In 
the blindness survey by Rabiu in Northern Nigeria, 
cataract was responsible for 44% of blindness but 
cataract surgical coverage was only 4%. The main 
barrier to use of services identified was cost and it 
was recommended that free outreach services should 
be used as a strategy to overcome this barrier [61. A 
study to determine coverage, outcome, and barriers 
to uptake of cataract surgery in leprosy villages of 
north eastern Nigeria also found cost as an important 
barrier for not accessing cataract surgical services 
[7]. Distance to hospital and cost of surgery were 
reported by Oluleye as main barriers to accessing 
service by rural communi t ies served by a health 
facility managed by a tertiary hospital in South 
Western Nigeria [8|. 

Cost of surgery was also mentioned as a 
significant barrier in a study from the upper East 
region of Ghana but also worthy of note were barriers 
such fear, lack of escort and being able to cope with 
the disability 19). A study which examined a group 
of none acceptors of surgery f rom an outreach in 
Nepal found economic and logistical constraints, fear 
of surgery and lack of time as the main barriers to 
surgery even when subjects were offered free surgery 
and transport. Males were also more likely to access 
surgery than females [10]. A change in the trend of 
barriers to cataract surgery has been reported from 
Southern India with case selection and the nature of 
service provision assuming greater importance than 
previously reported barriers such as patient 's lack of 
awareness, altitude and ability to afford service [11). 
Reports from China suggests that lack of patient 
knowledge about cataract surgical treatment, concerns 

over quality of services and residual functional vision 
were impor tant barriers to surgery in rural China 
112,131-

T h e u s e of ou t reach se rv ice has been 
advoca ted as a strategy to overcome some of the 
barr iers associated with the use of surgical services. 
However studies from India and Tanzania have shown 
that a high propor t ion of people who could have 
benefited f rom eye treatment through outreaches were 
not us ing avai lable services. The need to contact 
family members , lack of access to personal funds, 
s t igma, fatal ism and old age were observed limiting 
factors [ 14-16). 

T h e Univers i ty Col lege Hospital (UCH) 
Ibadan started a formal outreach screening camp 
service in 2006 . and the cataract surgical output 
gradually increased subsequently. Anecdotal reports 
h o w e v e r sugges t that only a portion of eligible 
outreach cataract patients offered subsidized surgery 
eventual ly accessed cataract surgical services. 

The aim of this study was therefore to identify 
barriers to acceptance of surgical services as well as 
factors that promote acceptance of surgery offered at 
subsidized cost at outreach screening camps to enable 
recommendations that would help program authorities 
make requi red a d j u s t m e n t s for op t imum service 
utilization by cataract outreach patients 

Materials and methods 
A historical cohort design was used for the study. 
Ethical approva l w a s obtained from the London 
School of Hygiene and Tropical Medicine and the 
University of Ibadan/ University college Hospital 
institutional ethical committees. The study was carried 
out in line with declaration of Helsinki for studies on 
human subjects . 

The study took place at the University college 
Hospital Ibadan and its outreach locations in Oyo 
and Osun states of Nigeria. The locations varied from 
schools to churches, health centres. General hospitals, 
h o m e of the local chief to markets. S o m e were 
organized regularly at same location monthly while 
o t h e r s w e r e o n e of f even t s . The out reach team 
consis ted of a c a m p organizer, one or two public 
health nurses, a records officer, nursing assistant and 
one or two trainee ophthalmologists. A total of 20 
outreach locations were used with their distance from 
U C H ranging f rom 5 to 210 minutes drive (mean 57.6 
minutes dr ive) . The services provided by the team 
i n c l u d e d s i m p l e re f rac t ion with prescr ipt ion of 
g l a s s e s , t r e a t m e n t of m i n o r eye a i l m e n t s and 
identif icat ion of cataract for referral to UCH. 
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Recruitment of subjects 
All adult patients who had been screened at camp 
sites of the University College Hospital, Ibadan and 
identified to have vision impairing cataract (<6/18) 
in one or both eyes between January Is* and May 31M 

2009 had their records extracted from the outreach 
register. They had their base line contact information, 
camp location, visual acuity and lens examination 
findings extracted from the register. These patients 
were visited in their homes or seen during follow up 
visit in outpatients clinic later during the month of 
July 2009 (between 6 weeks and 6 months) by the 
study team comprising one research assistant a driver 
and the principal investigator (PI). All interviews were 
done by the assistant who had been recruited and 
t ra ined f o r t h i s p u r p o s e w h i l e the p r i n c i p a l 
investigator carried out all examinations. 

Eligible subjects were informed and invited 
to participate in the study. Consenting subjects were 
further interviewed and examined to determine their 
current cataract/ post operative status. Examination 
was done using ETDRS vision charts, pen light and 
direct o p h t h a l m o s c o p e to c o n f i r m exis tence of 
ca ta rac t , p s e u d o p h a k i a , aphak ia or o ther sight 
threatening eye condit ions. All subjects had their 
vision determined using the ETDRS vision chart at 2 
meters using sunlight illumination outside, followed 

by e x a m i n a t i o n wi th pen to rch and d i rec t 
ophthalmoscope in the living room of the subject. 

Data collection and analysis 
All recruited subjects were interviewed using a 
standardized questionnaire. The questionnaire sought 
information on socio-demographic characteristics, 
including, age, gender , marital status, literacy, 
ethnicity, religion, occupation, average monthly 
income to household, and number of members in 
household. Subjects were also asked how they rated 
their eyesight with or without glasses if they wore 
any. 

People who did not use the services were 
administered a barriers questionnaire-schedule while 
those who accepted the services were administered a 
questionnaire schedule to elicit motivating factors for 
acceptance of services. The ques t ionnai re was 
translated into the local language and back translated 
to ensure consistency. The administrator of the 
questionnaire was also trained and a pilot study on 
ten subjects who were not included in the analysis 
carried out before the commencement of the study. 
Subjects who had been operated were asked where it 
was done and if at UCH why UCH was chosen. Those 
operated elsewhere were asked why UCH was not 
chosen. Subjects still awaiting surgery were asked 
why they were yet to have their surgeries done. 

T a b i c 1: S o c i o d e m o g r a p h i c charac te r i s t i cs and acceptance of surgery 

C h a r a c t e r i s t i c Not accept surgery Adjus ted odds rat io P 9 5 % CI 

G e n d e r Fema le ( 3 5 % ) 0.4 
Ma le ( 4 1 . 9 % ) 1.37 0 .7-2 .7 

A g e O v e r 65yrs (37.4) 0.8 0 .5-2 .2 A g e 
Less than 
6 5 y r s ( 3 9 . 7 % ) 

1.1 

Loca t ion a w a y O v e r 4 5 m i n (36 .5%) 
1.9 

0 .6 0 .6 -2 .0 
f rom hospi ta l L e s s than 4 5 m i n 1.9 f rom hospi ta l 

( 3 9 . 6 % ) 
Mar i ta l s t a tus M a r r i e d (39 .25) 

0 .9 
0.8 0 4 - 2 . 0 

S i n g l e ( 3 6 . 1 % ) 0 .9 
0.7 E d u c a t i o n F o r m a l ( 40 .0%) 

0 .88 
0.7 0 .5 -1 .6 E d u c a t i o n 

N o n e ( 3 6 . 5 % ) 0 .88 
0.8 M o n t h l y I n c o m e L e s s su rge ry 0.8 0 .7-2 .1 M o n t h l y I n c o m e 

cos t ( 3 7 . 3 % ) 
1.1 O v e r su rgery 1.1 

c o s t ( 3 8 . 7 % ) 
Self a s sessed vis ion Not sa t i s f ac to ry 0 .9 0 .7 -1 .5 

( 3 7 . 8 % ) 
1.2 Sa t i s f ac to ry ( 4 0 . 0 % ) 1.2 

N u m b e r of p e o p l e 1-2 ( 2 8 . 9 % ) 
0 .9 

0 .6-1 .4 

in h o u s e h o l d 3 or m o r e ( 3 9 . 0 % ) 0 .9 0 .6 
Visual acui ty < 3 / 6 0 ( 4 7 . 0 % ) 

1.4 0 .5 
0 .5-4 Visual acui ty 

> 3 / 6 0 ( 5 7 . 1 % ) 1.4 0 .5 
O c c u p a t i o n Land o w n e r / 0.1 08-7 .9 O c c u p a t i o n 

p ro fess iona l ( 3 6 . 0 % ) 
Ski l led /unsk i l l ed 

?•? 
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Their response about barriers was c o m p a r e d 
and m a r k e d a g a i n s t a l ist o f b a r r i e r s in t h e 
questionnaire (adopted from previous similar studies) 
[6-9, 171 and where they were found to be d i f fe ren t 
from existing list they were written down separately 
in the form. The list of barriers included cost (direct 
/ indirect) , fear (poor o u t c o m e , d e a t h ) , lack of 
awareness (of problem, available effective treatment), 
no felt need, no time, hospital not receptive. The 
number of barr iers l is ted per s u b j e c t w a s no t 
restricted. 

Data was presented with the aid of f requency 
distribution tables. Statistical analysis was done using 
Stata package version 10. Odds ratios and 9 5 % 
confidence intervals were determined to ident i fy 
factors associated with not doing surgery. 

Results 
Only 186 (80.9%) out of 230 eligible subjects with 
cataract followed up during the study could be located 
and were included in determining barriers affect ing 
the uptake of cataract surgery by patients screened 
in outreach camps. Seventy one (61.7%) of those 
who were still awaiting surgery as against 115 (100%) 
who had received surgery was found. 

T h e r e was no s t a t i s t i c a l l y s i g n i f i c a n t 
difference in the socio-demographic characteristics 
of those who accessed surgery and those who did not. 
People with poorer vision (<3/60-LP) had higher 
uptake of surgery, 108/171 (63.2 %) compared with 
those having better vision(>6/60-3/60), 7/15 (46.7%) 
Table 1. 

Reason for doing surgery in UCH included 
awareness of quality service in UCH 63(57.0%), was 
referred 32(28.0%) and pressure f rom fami ly or 
friends 13(12.0%) Figure 1. 

Barriers to cataract surgery 
T h e reasons for not having had cataracts operated 
i n c l u d e d u n r e s o l v e d patient 's medical problem 
(uncont ro l led hypertension or diabetes) 21(29.0%), 
not able to af ford total (direct and indirect) cost of 
t reatment 15(21.0%), cataract not mature 10(14.0%), 
not able to a f ford cost of surgery 9( 13.0%), doctors 
appo in tmen t ( theatre not available because of clean 
up/ f umiga t ion ) 8( 11.0%) Figure 2. 

For 15 subjects who delayed for one month 
or m o r e a f t e r referra l before accessing cataract 
surgery, the reasons given for the delay included delay 
wi th t r ea tmen t of underlying medical problem 6 
( 4 0 . 0 % ) , to ld by a t tending doctor cataract not 
'ma tu re e n o u g h ' for surgery 3(20.0%) Figure 3. 

R e c o m m e n d a t i o n s made by 21 subjects to 
e n a b l e the i r a c c e s s i n g cataract services include 
f inancial suppor t 12(54.6%), medical treatment for 
under ly ing ai lment 8(36.4%) and guaranteed good 
surgical o u t c o m e 1(4.6%). 

Discussion 
T h i s s tudy o b s e r v e d no statistically significant 
d i f f e rence in the socio-demographic and economic 
character is t ics between accepters and non accepters 
of surgery. T h i s is similar to a recent study from 
Kenya which examined the influence of rumours in 
re fus ing f ree surgery (18). Knowing persons who 
had s u c c e s s f u l surgery were found to be strong 
predictors for accept ing surgery while pervasive 

Figure 1: why surgery done in 
U.O.H. 

2 % 

aware of quality 
service 

was referred 

pressure from family/ 
friends 

free service 
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Figure 2: Why surgery not done 
2% 1% 

1% patient's medical 
problem 

not able to afford cost of 
surgery and care 

Cataract not mature 

b not able to afford 
surgery cost 

• due to Dr's appointment 

• no felt need 

i no time 

Figure 3: Why surgery delayed 
>30days 

• patient's medical 
— u problem 

796 . ~ • cataract not mature 
796 

7«*> *^40sv> \ • hospital not ready 

t 
m Dr's appointment 

1396 
' 

u awaiting healing of 1 s t 
e y e 

• sourcingfor m o n e y 

negative rumours of previous failed surgeries (which 
in most cases were due to other posterior segment 
diseases notably advanced glaucoma rather from 
cataract) were strongly associated with not accessing 
s u r g e r i e s more than s o c i o d e m o g r a p h i c 
characteristics. This suggests that the situation in 

Africa may be more complex than was previously 
believed. Earlier studies identified socio-demographic 
characteristics such as female gender, older age, low 
income, and distance from facility as factors which 
were markers of poor access [9,16,19]. These recent 
findings call for a greater effort at ensuring quality 
surgeries, adequate case selection to ensure that 
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pat ients wi th c o - m o r b i d i t i e s s u c h a s a d v a n c e d 
glaucoma are excluded f rom cataract surg ica l l ists 
and a d e q u a t e h e a l t h e d u c a t i o n g i v e n t o t h e 
communit ies to ensure a bet ter u n d e r s t a n d i n g o f 
cataract and other causes of b l i n d n e s s and t he i r 
treatment in African settings. 

The main barriers reported by patients as be ing 
responsible for not accessing cataract se rv ices w e r e 
related to cost of service and upkeep ( accoun t ing for 
over a third of those awai t ing surgery) , unde r ly ing 
medical p rob lem (a l so by a t h i rd ) a n d d o c t o r s 
appointment by 1 in 10 of those a f fec ted . Cos t o f 
services has p rev ious ly been r e p o r t e d to be an 
important barrier for poor utilization of se rv ices in 
Northern as well as in Southern Nigeria [6-8], G h a n a 
[9], India [15], Pakistan [20] and a m o n g s t a U S 
Hispanic population [21]. The Univers i ty C o l l e g e 
Hospital , Ibadan subs id izes the cos t of c a t a r a c t 
s u r g e r y f o r o u t r e a c h p a t i e n t s by a b o u t 4 5 % 
(unsubsidized cost of surgery is about $ 100 U S D ) 
but even with this, many still found it d i f f icul t to 
access services . It is no t ewor thy that 3 7 . 3 % of 
subjects with average month ly i n c o m e less t han 
operation fees compared to 38.7% with income above 
o p e r a t i o n f e e s f a i l e d to a c c e s s s u r g e r y . T h e 
widespread level of poverty in Nigeria with over 7 0 % 
of the population living below poverty level does not 
a l low fo r c o m m u n i t i e s to c o m e to t h e a i d o f 
individuals with visual impairment [22]. The National 
Health Insurance Scheme is unfor tunately still in its 
infancy in Nigeria and is currently only ava i lab le to 
civil servants mostly at the Federal level. It is not yet 
accessible to most of these with visual impa i rment in 
rural underserved communit ies . The re is t he re fo re 
need for the various tiers of Government to cons ide r 
extending it to the rural communi t ies served by them. 
Scaling up of the Ghana national health insurance 
coverage was recently shown to have progress ive ly 
markedly improved ca t a rac t h a r v e s t i n g in t h a t 
neighboring African country [23-25 J. 

Underlying medical p r o b l e m s w e r e a l s o a 
prominent reason for delay or not access ing surgical 
services. This appears unique to this s tudy because it 
was not a common barrier in previous s tudies . M o s t 
of those wi th m e d i c a l p r o b l e m s w e r e d u e to 
uncontrolled hypertension. Rather than abandon such 
patients to their fate as is the case in many ins tances , 
close cooperat ion and an a d e q u a t e l y m o n i t o r e d 
referral system between the out reach t eam and the 
General outpatient family physicians of the Universi ty 
College Hospital would ensure that such pa t ients are 
promptly treated and subsequently opera ted for their 
cataract once the medical p rob lem is a d e q u a t e l y 
controlled. 

O n e in five patients who had their surgery 
de l ayed was because of doctor's appointment or they 
w e r e told their cataracts were not mature. There is 
an urgen t and pressing need for the outreach team 
and the department of Ophthalmology UCH to review 
its cri teria for operating cataracts in outreach patients. 
I n d i c a t i o n f o r ca ta rac t surgery should include 
b l indness prevention and not just forcuring blindness 
as is currently practiced with those operated primarily 
h a v i n g v i s u a l acu i ty of between 3 /60 - Light 
Percept ion. Ophthalmologists in developing countries 
n e e d to be sens i t i zed to be more aggressive in 
r ec ru i t ing cataract patients for surgery so as not to 
lose them to couching. A practice which was reported 
to account for almost half of the procedure for cataract 
in a recent survey in Nigeria and has been reported to 
h a v e r e m a i n e d r a m p a n t and c o m p e t e s wi th 
conven t i ona l cataract surgery in many developing 
c o u n t r i e s [26-30] . The availability of biometric 
facil i t ies and high precision intra-ocular lenses should 
m a k e it possible to extend the criteria to functional 
v is ion impai rment or best corrected visual acuity of 
6 / 1 8 - 6 / 2 4 in the affected eye. Being told cataracts 
w e r e i m m a t u r e was a lso reported as a barrier to 
ca ta rac t surgery by studies in India [31 J. 

A n e c d o t a l r e p o r t s s u g g e s t s that m a n y 
g o v e r n m e n t o w n e d hosp i t a l s such as UCH in 
d e v e l o p i n g countr ies have a lot of facility related 
barriers due to bureaucratic process which often made 
pa t ien ts prefer private care. Bad facility reputation 
is a well reported barrier to access [32]. However no 
responden t gave poor facility reputation as reason 
fo r not access ing cataract services in this study. Of 
those w h o accessed services awareness of quality 
service in UCH, referral f rom outreach health services 
a n d pressure f rom family and friends were the main 
reasons for accessing UCH. This underscores the need 
fo r e y e care providers in developing countries to 
a c q u i r e and main ta in good reputation for their 
fac i l i t ies by ensuring quality assurance and regular 
m o n i t o r i n g of ou tcome at all times. 

O n l y 6 1 . 7 % of t h o s e a w a i t i n g su rge ry 
c o m p a r e d to 100% of those who had surgery could 
be located and were included in the final analyses. 
T h i s w a s due to diff icult ies with locating subjects 
associated with poor numbering of houses which made 
f o l l o w up di f f icul t . It is also a reflection of the 
ou t reach c a m p recording system. The high follow up 
ra te of those who had obtained surgery was because 
m a n y of them who were not located at home were 
f inal ly seen in the hospital when they returned for 
f o l l o w up of their eyes or came for refract ion. 
T h e r e f o r e there is a bias in the tracing procedure and 
is a l imitat ion of the study. 
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Conclusion v. 
The study identified barriers to use of cataract service 
by persons screened in outreach camps to include cost 
of services, underlying medical problem and preferred 
doctors' practice. Adoption and scaling up of health 
insurance to cover those most in need as well as a 
change in preferred pract ice amongs t eye care 
practitioners are possible areas for intervention. Areas 
for further research include evaluation of the risk of 
having cataract surgery in patients with other medical 
conditions and monitoring of patients paying capacity. 
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